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Introduction
Burkina Faso is an African country with a low Human Development Index (HDI), and it is ranked 181 out of 187 countries [1] . Performing dental surgery, like all medical practices, entails a degree of professional responsibility. Articles 1382 and 1383 of the civil code [2] and the code of ethics [3] define this responsibility. The therapeutic aims of the practitioner must match what the patient requests. The practitioner must ensure that the patient is adequately aware of the nature of the therapy and its aims so that the outcome at the end of the treatment will not have a negative psychosocial impact [4] . The practitioner and the client form a tacit or synallagmatic contract [5] . Conditions under which responsibility comes into play occur with a mistake, a prejudice with a link to causality. Civil liability is contractual in principle, tortious or quasi-tortious in specific circumstances [6] . Yet a country's, or its population's, precarious setting appears to make medical responsibility of practitioners a secondary consideration. In light of this, a technical appraisal aimed at determining the consequences of harm suffered by an individual by performing several medico-judicial actions is almost never requested in our setting. This study was undertaken to assess the extent to which patients who received conservative or endodontic dental treatment (CEDT) at the Municipal Oral Health Center (MOHC) of Ouagadougou were knowledgeable of the notion of prejudice and of the ways to seek redress.
Patients and Methods

Site, type, and timing of the study
This was a prospective study of a descriptive and analytical nature in regard to patients from the Conservative Dentistry and Endodontics unit of the MOHC. The investigation was carried out between the 1 st until the 31 st of March 2016. The MOHC was chosen as it is situated in the central part of Ouagadougou. Its accessible location and not-for-profit nature make it an ideal entity for performing this study. It is frequented by patients of all socio-economic levels.
Criteria for inclusion and for non-inclusion
All of the patients of legal age, whether literate or not, and who freely agreed to participate in the investigation were included in this study. With all patients who were minors, the inquiries were directed at their parents. Neither gender nor the level of education constituted criteria for exclusion.
Data collection and processing
The study was undertaken based on a questionnaire using a form that was filled out by the patients with assistance from a healthcare officer who ensured that the questions were adequately understood. Each participating patient was questioned in regard to the following items: their marital Open Access 2 their treatment. None of the patients were aware of the notion of a causal link between the error and the harm incurred. The types of grievances voiced by the patients were in regard to diagnostic errors (3.2%) and pain during the treatment (0.8%) despite it having been brought to the attention of the practitioner. The patients did not have a clear picture of the treatments that they received. The patients claimed to have agreed to the treatment following informed consent in 28% of the cases ( Table 2) .
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Knowledge of the ways for recourse by the patients
As far as ways to achieve recourse was concerned, the most common was through an amicable settlement (79.2%). Furthermore, the majority of the patients (68%) had no idea of what could be undertaken to request compensation for the harm incurred (Table 3) .
Discussion
This study could have been extended to other facilities in the town of Ouagadougou so as to increase the sample size. It nonetheless provided an indication of the degree of overall knowledge by the patients in regard to the notion of injury incurred over the course of dental treatment.
In Burkina Faso, and in most third world countries, dental surgeons have long been, and still are considered to be medical doctors. Indeed, until 2000 there was an order specific for medical doctors, pharmacists, and dental surgeons. Along with an increasing number of practitioners, more dental centers have been established and the profession has become more widely recognized. Yet universal health cover does not exist and access to dental care remains very limited. Further, our study has revealed that the majority of the patients (70%) had a low socio-economic level. Jaiswal et al. [7] have reported that the most disadvantaged populations in India are the most affected by dental pathologies while they do not have ready access to dental care. Rasteniene et al. [8] have also reported that patients with a substantial income and health insurance had better oral health compared to patients with a low socio-economic level. They pointed out that access to private dental clinics was way out of reach for those without health insurance. Furthermore, they indicated that the resources of public facilities were often limited. In this setting, access to care was considered to be important but not necessarily the quality of the care. The vast majority (72%) of patients had full confidence in their dental surgeon, and they were not aware of the notion of informed consent. They underwent the treatment decided on by the practitioner without understanding the aims or what it involves. The technical errors that this could cause typically go unnoticed or could even be viewed as being normal. There has not yet a documented case in Burkina Faso of a patient taking a status, profession, level of education, the reason for the consultation, knowledge in regard to personal injury and ways to seek recourse. The inquiry form was drafted using Sphinx version 5 software (ParcAltaïs 74650 Chavanod, France). An office separate from the unit was set aside for filling out the forms so that the patient's answers were not influenced by the staff. A trial test run that was carried out with ten patients allowed the questionnaire to be validated.
Statistical analyses
Statistical analyses of the data were performed using Sphinx version 5 software (ParcAltaïs 74650 Chavanod, France). The χ² (Chi 2 ) test was used to compare the two statistical variables. Differences were considered to be significant when p<0.05.
Results
Socio-economic characteristics of the sample
One hundred and twenty-five patients were interviewed, and 57.6% were female versus 42.4% males (p=0.0892). The sex-ratio was 0.74. The median age was 33.7 years, ranging from 13 to 60 years of age. Assessment of the level of instruction indicated that 21% of the patients were illiterate. Patients who had received a tertiary level education represented 26.3%, secondary level was 29%, and primary level was 23.7%. The majority (85%) of the patients lived in Ouagadougou. Patients with high incomes (e.g. business people and private sector employees) represented 13.5%, while 16.5% had average incomes (e.g. public sector employees and retirees). The majority of the sample (70%) comprised patients with low incomes (e.g. those in the informal work sector, pupils, students, unemployed, domestic employees) (p=0.0001).
The reason for the consultation and therapeutic indications
A toothache was the reason for a consultation in 71% of the cases (p=0.0001) ( Table 1 ). The most commonly enacted procedure was endodontic treatment (62.4%) followed by dentinogenic amalgam treatments (14%). Treatments with composite resins amounted to 12%. Root posts followed by direct restoration with composites amounted to 5.6%.
Knowledge in regard to prejudice by the patients
The patients tended to be unaware of the notions of personal injury and incurred harm. The results showed that 38.8% of the patients were aware of the notion of bodily harm stemming from medical risk, although it often appeared to be confused with incurred harm. None of the patients were aware of the notion of direct and indirect harm. For 72%, God was thought to be responsible for what might happen to them in the course of Open Access 3 dental surgeon to court for malpractice. However, our study showed that patients are becoming increasingly aware of how to seek legal recourse to make a claim, even though the majority of the patients justified the harm inflicted as being God's will. Yet the practitioner-client relationship has greatly changed over the past two decades around the world [9] . The first malpractice suit for compensation from injury arising from dental care was reported in 1850 in the United States [10] . As with many other professions, dental surgeons are increasingly being sued for damages. [11] . Our study has however revealed a profound lack of knowledge regarding patient rights and the obligations of practitioners. As for now, engaging in legal proceedings appears to be the least of the patient's worries. Taking care of their main basic needs remains a top priority [12] . Despite significant healthcare improvements in Burkina Faso, dental care remains relatively underdeveloped. Indeed, in 2014 the country had 65 dental surgeons on the list of the Burkina Faso National Order of Dental Surgeons [13] for a total population of 14 017 262 inhabitants [14] , or one dental surgeon for every 215 650 individuals. Despite all of this, when it comes to their relationship with their patients, dental surgeons are not only subject to moral rules dictated by social life but they must also abide with the laws that are in force [15] . An acknowledged error by a practitioner needs to be addressed only if it results in harm to their patient and if there was a causal link between the error and the harm inflicted [16] . To establish such a link, ways for recourse (amicable or legal) need to be used, which all impose designation of an expert to appraise the situation. The terminology of Dintilhac [17] is the currently accepted and used terminology for in demnization for bodily injury. It distinguishes direct bodily injury to the victim and indirect victims. It can be in regard to pecuniary losses or non-pecuniary damages that can be temporary or permanent, prior to or after assessment of the degree of disability, or even progressive [17] . Most patients (79.2%) indicated that, if the situation arose, they would opt for an amicable resolution. Yet such an amicable resolution would not amount to an evaluation of the harm incurred with the aim of receiving compensation, since it would involve being excused so as to start anew.
In any case, this investigation has revealed that some patients are aware of how to get recourse even if they would not use it. To that end, dental surgeons could benefit from establishing their duties [18] and the nature of their obligations [19] . Furthermore, the responsibility of the entire medical team comes into play in the sequence of treatments for the patient [20] .
Conclusion
Legal summonses for bodily injury linked to a treatment are becoming more and more common in recent years in Burkina Faso, particularly in regard to general medicine. Patients often threaten to sue the implicated practitioners, although these disputes are often settled out-of-court. Patients have little idea when it comes to the ways to seek recourse and the possibility of receiving compensation. There will continue to be plentiful harm from dental procedures that will not be accounted for until clear groundbreaking standards are devised and made widely available to protect the afflicted individuals. The all new Order of Surgical Dentists should take rapid action in this regard to protect patients and the profession alike.
Ways For Recourse Yes No
Are you aware that you can seek compensation in case of a dispute? 40 (32%) 85 (68%)
How would you seek recourse in case of a dispute?
In Court with a lawyer 0 (0%)
The Police 9 (7.2%)
The mayor and a city councilor 1 (0.8%)
By questioning the dental surgeon on the radio 3 (2.4%) Amicably 99 (79.2%) I would not complain, I would go elsewhere 13 (10.4%)
Through an ombudsman 0 (0%) 
